The first conception to which I would draw attention is that of ' renal failure By this we mean a condition in which so great a proportion of the total kidney substance is temporarily or permanently out of action that the physiology of the body is deranged.
The normal kidney is made up of a vast number of individual units, each of which begins in a glomerulus; nature has provided far more of these units "than are essential for life; it is a common observation that half the total kidney substance?i.e., one of the two kidneys ?may be lost without permanent impairment to health, and we know that actually between two-thirds or threefifths of the total kidney substance must be out of action before renal failure is established. A useful analogy may be drawn between renal failure and cardiac failure; each of these conditions may be temporary or permanent, and each of them may be compensated or decompensated. Just as toxajmia may produce acute cardiac failure from which the patient ultimately recovers, so an acute nephritis may produce a condition of renal failure which is not by any means necessarily permanent or fatal. As regards compensation, the analogy is less exact because long-standing compensated renal failure is a much rarer phenomenon than compensated cardiac failure, and is seldom compatible with prolonged good health.
The conception of compensation and decompensation in renal failure depends on recognizing that the main function of the kidney is the elimination of those superfluous chemical products which are found in the urine. ? THE INDIAN MEDICAL GAZETTE [July, 1933 nitrogenous matter, particularly urea, being the most important. In order that the elimination of these bodies may be accomplished with a minimal loss of water the kidney has the power of concentrating many In the earlier stages of the bronchial affection the cough is dry, and expectoration scanty and viscid. If the smaller bronchi are involved the cough becomes more distressing, and may be paroxysmal. Dyspnoea may be a troublesome feature, and cyanosis marked; this being due to swelling of the mucous membrane and accumulation of debris in the tubes. This swelling and exudation in some influenzal epidemics has been so extensive and severe as to largely occlude even the main bronchi. After a few days the sputum becomes more abundant and muco-purulent, and in the severer cases may contain blood. At this stage, with no further extension of the inflammatory process, the dyspnoea and subjective tightness of the chest become relieved, but the expectoration and cough may continue with diminishing severity for several weeks.
With only the larger bronchial tubes involved there will be no objective signs, but it is more common to have more extensive involvement of the smaller bronchi with dry rales throughout the lungs though more marked at the bases. With resolution of the bronchitis these rales become coarser and moister, and clear up in a few days or so. With extension of the inflammation, these rales become finer and stickier, and approach in character to crepitations?crepitant rales: this signifies the onset of capillary bronchitis or bronchiolitis.
It may be expedient to mention here that influenza can be complicated by a localized bronchitis. Of course, localized bronchitis is usually symptomatic?at the apex of tuberculosis, at the base of hypostatic congestion. It is wise even in the localized bronchitis of influenza to have in mind an area of pulmonary tissue of inferior resistance, the potential seat of tuberculosis, or even its present nidus flamed into activity by the catarrhal process. The onset of pulmonary tuberculosis has often been associated with, and even ascribed to, an attack of influenza.
With this diffuse bronchitis, alkalis in the early stages and stimulating expectorants later both have their place in aiding the expulsion of infected material from the lung. Tinctura benzoini composita inhalations are useful in selected cases, with no more than a little respiratory embarrassment. Counter-irritants to the chest give subjective relief to the sense of constriction and tightness in many^ cases.
Oxygen will relieve the respiratory distress associated with cyanosis in those cases in which this is not due to further extension of the morbid process leading to exudation into the pulmonary alveoli.
It has been the common experience in the recen epidemic of influenza complicated by bronchitis, i?!i cough to persist for weeks after the patient is up a?0 about. This is due to the slow recovery of the bronchia mucous membrane, which is always so severely damap" in these cases. Especial care is needed in the convalescence of influenzal bronchitis for this reason, and always advise that the patient be confined to an even temperature for a week at least after the disappearance of all signs from the chest.
Capillary bronchitis, broncho-pneumonia and HELIOTROPE PNEUMONIA When the smallest bronchi and bronchioles become inflamed, the terminal alveoli almosti invariably become involved, for little swelling of the bronchiolar wall is sufficient to occlude the lumen of the tube with the production of an area of lobular collapse. The inflammatory process then extends into some or all of these areas, and broncho-pneumonic consolidation results.
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